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Introduction
Although the degree to which pharmacists may renew or adapt prescriptions varies widely by province, the overarching trend of expanded services is clearly growing. [1] [2] [3] With the addition of reimbursement programs in some provinces 1 and the introduction of prescriptive authority in others, 2, 4 there is clear growth in pharmacists' scope of practice. As a result, pharmacists have more responsibility for and input into patient care.
Medication management is an umbrella term that encompasses a variety of professional activities undertaken by a registered pharmacist to optimize safe and effective drug therapy outcomes for patients. 5, 6 Currently in Newfoundland and Labrador (NL), medication management includes providing an interim supply of medications, extending a prescription and adapting a prescription. 6 The majority of Canadian pharmacists have the authority to provide these services; however, there are differences between provinces in what is permitted and how this authority is attained. 7 In NL, both providing an interim supply and extending a prescription entail dispensing additional medication for a previously prescribed chronic therapy. When an interim supply is provided, the original prescription may have been filled at another pharmacy. An interim supply allows for a small quantity to be given that is usually less than one refill, to bridge the time needed for the patient to see his or her prescriber or to return to his or her usual pharmacy. When a prescription is extended, an additional refill of a 90-day supply or less is given for a medication previously filled at that pharmacy. Adapting a prescription includes changing the dosage form, regimen or quantity, filling in missing information and making a nonformulary generic substitution. These medication management services cannot be applied to a narcotic, controlled drug or targeted substance, including benzodiazepines. 6 In 2010, changes to the NL Pharmacy Regulations permitted the use of medication management under the procedure outlined in the NL Pharmacy Board (NLPB) Standards of Pharmacy Practice. 6, 8 To provide this service, NL pharmacists must provide NLPB with a signed declaration indicating they have thoroughly read and understand the medication management standard of practice. As part of the fundamental requirements for performing medication management, NLPB states that in most instances the original prescriber or the patient's primary health provider must be notified, preferably via faxing a standard form. 6 In June 2012, the NL Prescription Drug Program (NLPDP) agreed to pay pharmacists for medication management services provided to NLPDP beneficiaries. 9 The Ross Family Medicine Centre (RFMC) is an academic clinic in St. John's, NL. Prescribers in this clinic include 5 family physicians, 1 nurse practitioner and family medicine residents. Although the RFMC provides care to patients of all ages, this clinic specializes in geriatric care. Medication management documentation received by the RFMC is scanned into patients' electronic medical records. On January 28, 2013, the RFMC implemented a policy of referring PrActice Brief patients to their community pharmacist for an interim supply or prescription extension if they ran out of medications prior to being able to see their prescriber. The change in policy was driven by the belief that this service would help to more effectively use prescribers' time by reducing time addressing calls or faxes for medication refills, while maintaining continuity of treatment for patients.
Currently, there are limited Canadian data on the use of interim supply and extending and/or adapting a prescription, and there is no information on these practices in NL. In the first year (2009) that this scope was in effect in British Columbia (BC), only 0.17% of prescriptions were renewed or adapted. Of those, 80% were prescription renewals. 10 In contrast, when medication management labour costs among 10 BC pharmacists who were known high users of medication management were studied, adaptation or renewal was applied to 8.2% prescriptions over a 40-hour work period. Of those, only 47% involved renewing a prescription. 11 Given the potential for optimization of patient care, a better understanding of the local prevalence of medication management use, including the frequency of specific medication management services, may lead to improvements in the process for pharmacists, prescribers and patients.
The objectives of this study were to determine the prevalence of medication management use by NL community pharmacists in patients of the RFMC and to determine the frequency of the subcategories of medication management in this same population.
Methods
In this retrospective chart review, relevant patient charts were identified by performing a search of the RFMC electronic medical records (Wolf Medical Systems, Wolf Medical Suite version 2010.1D). Medication management documentation forms in patient charts were identified by searching for documents containing one of the following in its title: medication management (all words), med management (all words), med manag (all words), med services (all words), pharm board (all words), NLPB (any words), med notification (all words), interim (any words), extension (any words), adaptation (any words), pharmacy (any words), pharmacist (any words), from pharm (all words), from drug (all words), fax pharm (all words) or fax drug (all words). The search was further refined by restricting it to active patients of the RFMC of any age. The search was limited to the 1-year period starting July 10, 2012, and ending July 11, 2013. This time frame reflected a period when pharmacists were believed to be familiar with medication management, as it had been in place since 2010, and a period where use may have been increasing, due to the start of reimbursement by NLPDP in the month prior. This period also encompassed the January 2013 change in policy, mentioned above, regarding prescription extension at RFMC. To determine the total population of the RFMC, a clinic patient list was generated on July 11, 2013, by searching for all active patients of the RFMC of any age.
Upon identification of medication management documentation forms, the following data were gathered using a data collection form: patient demographics, pharmacist registration year, type of medication management provided, reason for providing medication management services and the medication in question.
Results were presented in a descriptive manner using frequencies, averages, medians and standard deviations as appropriate. Ethics approval was received from the Health Research Ethics Authority of NL.
Results
A total of 110 medication management services were provided to 82 patients within the time frame (1 year), which resulted in a prevalence of medication management in the RFMC population of 4.6%. Those who received medication management tended to be older than the overall clinic population ( Table 1 ). The average number of services received per patient was 1.34 ± 1.24 (range 1-11, median = 1). The majority of patients (n = 69, 84%) received medication management on a single occasion.
Breaking down the services provided showed that 56% were prescription extensions, 43% provided an interim supply and <1% were prescription adaptations ( Table 2 ). It was noted that medication management for multiple medications was documented in 2 different ways. In some cases, a separate medication management form was completed for each medication, while in other cases a single medication management form was used with multiple prescription labels attached.
Medication management was provided for a broad range of medications (Table 3 ). Of the PrActice Brief 113 medications involved, the most common class of medications was cardiovascular (35%), followed by central nervous system (17%) and diabetes medications or supplies (13%). The services were provided by 60 pharmacists, with the majority of medication management (n = 61, 55%) completed by pharmacists registered in 2008 or later. An average of 1.83 ± 2.04 services were completed per pharmacist, with a median of 1 and a range of 1 to 12 per pharmacist.
After the January 2013 change in policy at the RFMC, the number of medication management services increased from an average of 8.6 per 30 days to an average of 9.5 per 30 days.
Discussion
In this retrospective study of patients of an academic family medicine clinic, medication management services were received by approximately 1 in 22 patients or 4.6% over 1 year.
The most common subcategory of medication management provided was prescription extension at 56%, closely followed by interim supply, whereas adaptation was rare. For both extension and interim supply, lack of refills was the most common reason associated with providing medication management. Those receiving the service tended to be older than the clinic population, and pharmacists providing the services tended to be more recently licensed NL pharmacists. The clinic's change in policy to no longer calling in refills and to referring patients to their pharmacy for an interim medication supply was associated with a slight increase in the number of medication management services performed and may result in a medication management prevalence that is higher than in the greater St. John's region.
Consistent with Marra and colleagues' 10 findings in BC, this study found that the majority of medication management services provided involved supplying additional medication. This may reflect pharmacists' comfort with this form of prescribing. Pharmacists practising in Alberta indicated in the study by Makowsky et al 12 that this form of medication management legitimized the previous practice of lending a patient medication to prevent interruptions in therapy. In the present study, there was a large variation in the quantity of medication supplied for both prescription extension and interim supply. Under the NL standard, extending a prescription is intended to provide an additional refill, while an interim supply is intended to provide just enough medication until the patient can see his or her prescriber or go to his or her usual pharmacy. The practice of extending a prescription for as little as 3 days and providing an interim supply for as long as 30 days suggests there may be some misunderstanding on the part of pharmacists between these 2 similar forms of medication management. However, the appropriate application of medication management was outside the scope of this study. When an interim supply or prescription extension was needed for multiple medications at the same time, there was variation in the documentation. Some pharmacists completed a form for each medication, while others provided all of the required information on one form. The inconsistency in the application and documentation may suggest that further education or clarification is needed in the NLPB standards of practice.
Unlike the Marra et al 10 findings, where adaptation (i.e., therapeutic substitutions and change in dose, regimen or formulation) accounted for 20% of medication management, only a single adaptation (0.9%) was found in this sample. This low rate was an unexpected finding and warrants further study.
It is of interest that over half of the pharmacists (55%) who provided medication management in this study were licensed to practice pharmacy in NL in 2008 or later. The School of Pharmacy (SoP) at Memorial University of NL changed to 1 year of general university studies plus 4 years in the SoP from 2 years of general studies plus 3 years in the SoP. Students graduating in 2008 or later have an additional year in the SoP and a revised curriculum that included a series of 7 skills courses where activities such as application of medication management would have been practised.
Patients receiving medication management in this study tended to be older than the clinic 
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population. This is expected, as the number of chronic medications tends to increase with age. The high prevalence of cardiovascular medications is also reflective of an older population. Marra et al 10 found that renewals were most common for ramipril, hydrochlorothiazide, levothyroxine, atorvastatin and metformin, respectively. Although there were no renewals for hydrochlorothiazide in this study, the other medications or medication classes were common. This study looked at medication management documentation that was scanned into patients' electronic medical records (EMRs). As per the NLPB standard of practice, pharmacists could notify prescribers verbally. 6 Any such communications would not have been captured by this study; however, given that faxing the documentation is standard practice, this is unlikely to have significantly affected the results. A variety of document titles were given to medication management forms in the EMR system. It is possible some forms were missed by the search terms used in this study. However, a broad range of search terms was used, which should have minimized missing relevant documents. This study occurred at a single family practice clinic, which may limit generalizability to other patient groups or pharmacists practising in other locations.
Conclusion
The prevalence of medication management use was 4.6% for this group of patients at the RFMC. The most common type of medication management used was prescription extension, for which the most common reason was lack of refills. This study adds to the very limited data regarding these types of management medication services provided by community pharmacists. ■
